We report on 2 patients with sideroblastic anaemia and secondary iron overload whose presenting symptom was an arthropathy of small and large joints. One patient had marked spinal symptoms which were severe enough to suggest ankylosing spondylitis, and the pattern of arthritis in the other resembled seronegative rheumatoid arthritis. We believe these to be the first cases described of an arthropathy associated with iron overload secondary to sideroblastic anaemia.
SUMMARY
We report on 2 patients with sideroblastic anaemia and secondary iron overload whose presenting symptom was an arthropathy of small and large joints. One patient had marked spinal symptoms which were severe enough to suggest ankylosing spondylitis, and the pattern of arthritis in the other resembled seronegative rheumatoid arthritis. We believe these to be the first cases described of an arthropathy associated with iron overload secondary to sideroblastic anaemia.
Case reports CASE 1
A 32-year-old Anglo-Asian man presented with a 7-year history of intermittent arthralgia involving the metacarpophalangeal (MCP) and metatarsophalangeal (MTP) joints, elbows, shoulders, and knees. At the onset of his symptoms he was noted to be anaemic, but received no treatment for anaemia or joint symptoms. During the previous year his joints had become increasingly painful, and the MCP and right knee joints had become swollen. Lumbar backache, which disturbed sleep at night, and morning stiffness of the whole spine frequently lasting for up to 5 hours a day, had become prominent and disabling complaints.
There The peripheral blood smear showed a dimorphic picture with hypochromia and microcytosis compatible with sideroblastic anaemia. This was confirmed on bone marrow examination, which revealed increased erythropoiesis, large amounts of iron in marrow fragments, and numerous ring sideroblasts.
The serum iron was 66 Vm/l (normal 14-30 ,um/l) and the total iron binding capacity 67 ,tm/l (normal 44-67 ,um/l). Serum ferritin was 3000 ,ug/l (normal 10-250 Fg/l). Haemoglobin electrophoresis was normal. The ESR was 2 mm/hour, latex test for rheumatoid factor was negative, antinuclear antibody test (ANA) negative, serum folate [4] [5] [6] 
Discussion
Arthritis is a well recognised feature of idiopathic haemochromatosis.1-3 It tends to be symmetrical and progressive, affecting first small then larger joints. Generally the features are those of a degenerative arthropathy, but acute inflammatory episodes may also occur. Radiological chondrocalcinosis is a common accompaniment, and synovial iron deposits reflect total body iron overload. Removal of excess iron, however, does not help the joints. Although the pathogenesis of this arthritis is not understood, and the role of neither iron nor calcium pyrophosphate deposits is clear, it appears to result not from the underlying defect in idiopathic haemochromatosis but from the resulting iron overload. Thus it has also been described in association with the iron overload of repeated blood transfusions4 5 and hereditary spherocytosis.6 7 We are not aware of its having been described previously in association with the iron overload of sideroblastic anaemia.
The 2 
